mean follow-up of 33 (12-76) months. In the two cases not undergoing completion ILND following positive identification of micro-metastases, one had isolated tumour cells and had no evidence of recurrence at 11 months. The second patient developed progressive disease from the contralateral side.
INTRODUCTION AND OBJECTIVES:
The role of dynamic sentinel inguinal node biopsy (DSNB) in the staging of intermediate and high risk cN0 squamous carcinoma of the penis (SCCp) is established. However, variability in sensitivity and concern over false negative studies has limited the adoption of the technique worldwide. There is also a need to establish an acceptable non-visualisation rate (N-VR) for tracer uptake for quality assurance of a unit. For these reasons, we evaluated our prospective cohort to determine whether there is a learning curve and establish a bench mark for N-VR.
METHODS: A prospective study of DSNB in our unit has been undertaken from [2003] [2004] [2005] [2006] [2007] [2008] [2009] [2010] [2011] [2012] [2013] [2014] [2015] [2016] [2017] [2018] . Regular review, of NV-R of inguinal basins and close monitoring of false negative study outcomes has been performed. At the onset of the study, the unit had not performed any mentored procedures but had adopted the technique, collaborating with a high volume unit. The nuclear medicine department had considerable experience with other tumour DSNB procedures. The methodology has remained unchanged with the same dosage and site of injection of nannocolloid, gamma probe, image reporting, surgical approach, surgical team and histological reporting throughout. We have analysed the incidence of our false negative procedures and any variation in N-VR in consecutive cohorts.
RESULTS: 1500 inguinal studies were performed by May 2018. Each cohort of 250 cases confirmed a mean N-VR of 0.4%, 99% CI [0.16-0.5%] and there was no statistically significant difference between any cohort. The false negative studies occurred at random throughout the 15 years observation with a mean specificity rate of 99.1% ranging from 98.5-99.5% across each cohort. In the first cohort the false negative procedures were no. 15, 98 and 201.
CONCLUSIONS: This is the largest study reporting long term outcome of the performance of DSNB for SCCp. We have not demonstrated any learning curve and consistent performance of the test over the long term. We have confirmed a benchmark for quality assurance and see no reason to prevent penile cancer units adopting this technique.
Source of Funding: none

PD56-09 LYMPH NODE MAPPING IN PENILE CANCER PATIENTS UNDERGOING PELVIC LYMPH NODE DISSECTION
kai yao*, Zhi-yong Li, Xing-liang Tan, Dong Chen, Fang-jian Zhou, Guang zhou, China, People's Republic of INTRODUCTION AND OBJECTIVES: This study aimed to provide an accurate map of lymph node metastasis in patients with penile cancer and to suggest the reasonable extent of pelvic lymph node dissection.
METHODS: Penile cancer patients undergoing pelvic lymph node dissection (n [ 128) at our institution from 1999 to 2017 were enrolled. The number of removed lymph nodes and the number of positive lymph nodes at 10 separate regions were recorded.
RESULTS: The median number of pelvic lymph nodes retrieved was 18 (range 8-71), with the majority being from the external iliac package (43.0%) and obturator package (31.9%). Pelvic lymph node metastasis was present in 57/128 (44.5%) patients. It was not seen in the absence of inguinal lymph node metastasis. The median number of positive pelvic lymph nodes removed was 2 (range1-13), with the majority being from the external iliac package (50.0%) and obturator package (36.6%). Advanced T-stage was related with higher risk of pelvic lymph node metastasis; pelvic lymph node metastasis was present in 30.3%, 44.2%, 59.0%, and 58.3% of patients with pT1, pT2, pT3, and pT4, respectively. Notably, 3 patients had crossover metastasis from one inguinal region to the contralateral pelvic region.
CONCLUSIONS: We present a detailed map of pelvic lymph node involvement in penile carcinoma patients. The external iliac package and obturator package appear to be most commonly involved. Optimal pelvic lymph node dissection should extend to the common iliac artery.
